INTRODUCTION
Individuals who suffer from chronic pain vary in readiness to change their approach to dealing with pain. Readiness is defi ned as "the degree to which a person accepts personal responsibility for pain control, and the extent to which they are thinking about changing their behavior to cope with their pain" (Kerns and Rosenberg, 2000) . According to the transtheoretical model of behavior change (Prochaska and DiClemente, 1983) , individuals are seen as progressing through a number of stages regarding decisions to change. The idea of "stages of change" being applied to chronic pain management stimulated research by Kerns and colleagues (Kerns and Rosenberg, 2000; Kerns et al., 1997) who sought to determine the relevance of readiness to change when considered with the multidisciplinary cognitive behavioral approach to pain management (Turk et al., 1983) . The pain "stages of change" model proposes that individuals vary in their readiness to adopt a self-management approach to chronic pain and that all chronic patients can be categorized into one of four discrete stages of change: pre-contemplation, contemplation, action, and maintenance. The model also proposes that individually tailored treatment approaches can be implemented according to the stage of change that an individual belongs to. Those in earlier stages such as pre-contemplation and contemplation may benefi t more from cognitive interventions including education about chronic pain, whereas those in higher stages such as action and maintenance are more likely to benefi t from skills training, relaxation training, exercise and relapse prevention procedures.
The Pain Stages of Change Questionnaire (PSOCQ, Kerns et al., 1997) validly and reliably assesses readiness to change in chronic pain patients. It measures four stages according to degree of readiness to adopt a self-management approach to chronic pain: Pre-contemplation (belief that management of the pain problem is medical and should be the responsibility of medical professionals); Contemplation (consideration of adopting a self-management approach but reluctance to give up the pursuit of a medical solution); Action (beginning attempts to improve self-management skills); and Maintenance (commitment to pain self-management). Kerns and Rosenberg (2000) demonstrated the predictive ability of the PSOCQ to determine engagement in treatment however they were not able to demonstrate the predictive ability of the PSOCQ in determining outcome. The PSOCQ identifi es the primary stage of change and can predict completion of outpatient and inpatient cognitive behavioral programs (Biller et al., 2003; Burns et al., 2005; Kerns & Rosenberg, 2000) as well as improved coping (Jensen et al., 2003) . The contemplation subscale of the PSOCQ has been found to be one of the predictors of functional outcome three months into treatment for chronic pain (Hankin & Killian, 2004) . However, classifi cation of scales based on scores on a single subscale has been criticized (Dijkstra et al., 2001) . The PSOCQ has been used to identify subgroups (clusters) of individuals seeking treatment for chronic pain ; subgroups differed according to scores on the Survey of Pain Attitudes but not in terms of demographics, pain or disability. However, irrespective of which method is used to classify individuals into discrete stages or subgroups, the PSOCQ has been found to be insuffi cient to recommend as an inclusion or exclusion criterion for enrollment in a cognitive-behavioral program (Biller et al., 2000) . Moreover, Strong et al. (2002) questioned the external validity of the PSOCQ by showing that a self-effi cacy measure was a better predictor of outcome than the PSOCQ. Heapy et al. (2005) found that adherence to therapist recommendations for practicing coping skills mediated readiness to change and goal accomplishment in a chronic pain management program. It has also been suggested that while psychometric tools are valuable in assessment, they should not be considered a reliable substitute for the clinical interviewing process (Jones-Hiscock, 2004 ).
However, there is paucity of research in examining readiness to change in the context of clinical decision-making. This is much needed in light of the fact that many individuals either do not improve or complete treatment unsuccessfully (Turk and Rudy, 1990) . Dropout rates from cognitive-behavioral pain management programs vary between 5% to 70% (Turk and Rudy, 1991) . Therefore, there have been repeated calls to identify consistent and reliable pre-treatment patient indicators predictive of the success of chronic pain management programs. One such indicator may be readiness to change behavior and adopt a self-management approach to pain.
Purpose
Being part of a larger study on prediction of outcome of chronic pain management, the objective of this study was to examine if readiness as assessed by the PSOCQ can add anything over and above the assessor's clinical judgment in recommending someone to a PMP.
METHODS

Participants and procedure
Assessors: Nine clinicians in an interdisciplinary PMP (fi ve occupational therapists, two social workers, a psychologist and a psychology intern) provided ratings of readiness on a 10-point scale (1: not ready to 10: completely ready) devised for this study of 108 individuals after conducting their typical semi-structured interviews. Prior to their interview, all patients completed the PSOCQ as part of their assessment process in the PMP. The assessors were blinded as to the PSOCQ results at the time of the interview. Clients were either recommended or not recommended to the PMP after presentation of their case to the Team and discussion. More information on the assessors can be found in Poster # PT 114 (to be presented Tuesday, August 19).
Patients: A convenience sample of 108 individuals (54 female) who were assessed in the PMP from May 2007 to January 2008 participated in this study. The majority sustained their injuries in work-related or motor vehicle accidents. They had a variety of chronic pain problems, including generalized and regionalized body pain. The participants were taking medications such as opioids, anti-depressants, anti-infl ammatory and sleep medications. All provided written informed consent before participating in the assessment. Additional characteristics of the subjects are displayed in Table 1 .
Pain Management Program: The Chronic Pain Management Unit (CPMU) program is an interdisciplinary, multimodal, four-week program with a cognitive-behavioral orientation. Activities in the program are designed to teach and enable patients with heterogeneous pain problems to adopt a self-management approach to chronic pain. Individuals referred to the CPMU attend a group orientation session that introduces them and their families to chronic pain concepts and self-management approaches. Those interested in the program are assessed by one of the health care providers through a semi-structured interview. Recommendations for admission are made at the Intake Team meeting provided that the individual is willing to adopt an active rehabilitation approach to managing pain. This includes goal setting and the ability and willingness to exercise daily. Openness to discuss and accept the infl uence of psychological factors such as emotions and stress on pain also is a necessary criterion for recommendation. Individuals are then scheduled to attend the CPMU program following approval by their referring agency (WSIB, motor-vehicle insurance company, etc.).
Research Questions:
(1) What is the relationship between the Assessors' ratings, "Recommendation" to the program and the PSOCQ subscale scores (pre-contemplation, contemplation, action, maintenance)?
(2) What is the best predictor of "Recommendation" status?
DATA ANALYSIS / STATISTICAL METHODS
Demographic characteristics of all clients assessed are presented on Table 1 . Descriptive Statistics were calculated for all study variables (Table 2 ). Independent t-tests evaluated the differences in the PSOCQ subscale scores (pre-contemplation, contemplation, action and maintenance) and assessor ratings between those recommended and those not recommended to the CPMU (Table 3) . Pearson correlations were used to determine the strength of the relationship between each of the 4 PSOCQ subscale scores and the assessor rating (Table 4) .
Stepwise regression was performed to predict recommendation status ('no' versus 'yes') from 5 independent variables: The assessor rating and the four PSOCQ subscales (Table 5a -e).
RESULTS AND DISCUSSION
There were no differences in demographic characteristics between those recommended to the CPMU and those not recommended (Table 1) . Those recommended to the CPMU had higher assessor ratings, lower pre-contemplation and higher contemplation scores (Tables 2 and 3 ) 1. What is the relationship between the Assessors' ratings, "Recommendation" to the program and the PSOCQ subscale scores?
There were signifi cant relationships between the assessor's rating, pre-contemplation, contemplation, and recommendation status as shown on Table 4 . Like in many other studies, the correlation between action and maintenance subscales is very high Jensen et al., 2000; Kerns et al., 1997; Strong et al., 2002) .
What is the best predictor of "Recommendation" status?
To determine the best predictor of Recommendation status, stepwise regression was performed. Results showed that only the assessor's rating entered the regression equation (see Table 5 a-e). Stepwise (Criteria: Probability-of-F-to-enter <= .050, Probability-of-Fto-remove >= .100). 
CONCLUSIONS
The assessor's rating alone best predicted the recommendation of an individual with chronic pain to the CPMU program. Patients recommended to the program had signifi cantly higher assessor ratings than did those not recommended. Even though they also had signifi cantly lower pre-contemplation and higher contemplation scores, the addition of these variables did not add signifi cantly to the quality of the regression equation after accounting for the infl uence of the assessor rating. Also, despite the fact that contemplation was signifi cantly associated with the assessor rating, this still does not support the fi nding by Carr et al. (2006) that contemplation may have particular value in predicting who may or may not be ready to participate in a self-management program.
Taken together, these results point to the value of clinical judgment in the initial assessment process as a much superior variable in clinical decision-making regarding a patient's readiness to attend a self-management program, as compared to the PSOCQ. Results also confi rm the cautionary point made by the originators of the PSOCQ and others as it not being used for clinical decisionmaking in a PMP (Biller et al., 2000; Kerns and Rosenberg, 2000) . Based on the present results, a client's readiness to adopt a self-management program as measured by the PSOCQ should not be used alone to grant them recommendation into a PMP even though it is associated with and can be, in and of itself, a pain management outcome (Hapidou & Abbasi, 2004; Williams et al., 2007) . Moreover, It has been suggested that the PSOCQ might be better conceptualized as a measure representing a cognitive shift in perspective perhaps in thinking about alternative ways of thinking of dealing with the pain problem rather than a readiness to adopt specifi c coping behaviors or actions (Carr et al., 2006) .
